A 55-year-old male with history of tobacco and ethanol consumption consulted to the emergency room complaining of chest pain and dyspnea. Symptoms had begun suddenly at rest, two hours before consultation. At his arrival, blood pressure was 180/120 mmHg, heart rate 120 bpm and arterial oxygen saturation was 95%. The ECG showed sinus rhythm with LBBB (not previously known) ( Figure 1A ). The chest X radiograph evidenced mild signs of lung congestion and no cardiomegaly ( Figure 1B ).
( Figure 1C ). Blood test revealed metabolic acidosis, hyperlactatemia, renal failure (creatinine 2.8 mg/dl) and troponin elevation (TnT-us 3454 ng/l; N < 14).
Blood pressure management required high dose of IV sodium nitroprusside, although with inadequate control. The patient referred mild persistent thoracic oppression and started complaining of a left inferior extremity pain that presented signs of hypoperfusion. Respiratory condition worsened, requiring sedation and orotracheal intubation. As blood pressure remained elevated, despite of maximum nitroprusside doses, IV clevidipine was initiated at increasing doses (2 mg/h, doubling dose every 90 seconds, till 8 mg/h) with good response.
A toracho-abdominal CT scan ruled out aortic alterations. Signs of pulmonary edema were evidenced and the abdominal images showed a heterogeneous left suprarenal mass ( Figure 1D ).
With the suspicion of pheochromocytoma, IV fluids and alpha blockers (doxazosine at increasing doses) were initiated. Once alpha blockage was completed (doxazosine 16 mg od), treatment with b-blockers (carvedilol 6.25 mg/12h, till 25 mg/12h) was administered. Clevidipine infusion was stopped after 72 hours.
Renal function and signs of congestion normalized, although limb ischemia did not recover, presenting signs of distal necrosis and cellulitis that required IV antibiotic. The ECG showed normalization of the QRS duration with no repolarization abnormalities and a control echocardiogram evidenced normal left ventricular function.
